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Revised Plan of Correction Policy Posted to the Web on January 2, 2009

The Division of Mental Health, Developmental Diddlgis, and Substance Abuse Services (DMH/DD/SAS)ed a revised Plan of
Correction (POC) Policy and Procedure on DecembeRQ08. Although effective that date, it will Bpplied to new plans of
correction required on or after the date the rel/@alicy was posted, January 2, 2009. You wiltlfthe revised POC policy under
“What's New?” on the Division’s website atww.ncdhhs.gov/mhddsas/whatsnew.htm

The Plan of Correction policy outlines the followiariteria:
* Requirements of a POC
» Timelines for submission of a POC
» Review by either the Local Management Entity (LME)MH/DD/SAS staff (Oversight Personnel)
* Requirements for accepting a POC
* Requirements for the approval of a POC
e Consequences for failure to submit the POC witinmreframes
e Consequences for failure to implement the POC étenwr

Plans of Correction continue to be required fotexysc issues discovered through audits, regularitmamg and/or
investigations. The first major change to the Rfdlcy involves the number of opportunities granteé provider agency to
respond to correspondence from the Oversight Peresdaither LME or DMH/DD/SAS staff) that has rempd the POC. The
previous policy allowed a total of three notificats to a provider agency to submit a POC to Ovet$igrsonnel. The revised
policy requires the following:
< If a provider agency does not respond to notifamathat a POC is required within the designatea firame, the
Oversight Personnel will send only one other nediion for a total of two naotifications to responidh a POC.



« Ifa POC has not been received by the OversigtgdPeel within ten calendar days of the second auadl f
notification, the process for withdrawal of endensmt by the LME, per Rule 10A NCAC 26C .0502. andtie
process to revoke the authority to bill public MHDIZAS funds, per “Protocol for Summary Suspensiuh a
Revocation to Receive Public Funding for Providihgntal Health, Developmental Disabilities and Sahse
Abuse Services” may occur.

A second change to the POC policy involves the rermolb opportunities to submit a POC acceptablever€ight
Personnel. It has been reduced from a total ekthw a total of two:

» If a provider agency submits a POC that is not piszkby Oversight Personnel, the agency has ordy on
additional opportunity to revise its POC to fulfitle requirements of an acceptable POC and subtuit i
Oversight Personnel.

» If the second and final submission of the POC tsatoepted by Oversight Personnel, the processhegin to
withdraw endorsement, per Rule 10A NCAC 26C .0%0@l/or revoke the authority to bill public MH/DD/SA
funds, per “Protocol for Summary Suspension andoRation to Receive Public Funding for Providing Négn
Health, Developmental Disabilities and Substances&bServices.”

No change was made to the requirement that an pgea granted a total of two opportunities, i.@e dnitial and one
follow-up review by the Oversight Personnel, to iempent and demonstrate that the systemic issueagmaedied within
60 days of an acceptable POC submission.

Accreditation Clarification

One of the most important reasons that nationakalitation was instituted as a requirement for fters of Medicaid
services was to ensure that those provider orgémimahave a demonstrated infrastructure to prosids important
components as ethical governance, financial acebility, human resources, quality management, &kdmanagement.
To this end, the Medicaid service definitions, #mel CAP-MR/DD Waiver specify that it is the “proeidorganization”
which is to be accredited within the identified ¢iline.

For accreditation agencies which require serviaseiie accreditations, the review against individservice standards is
also important. However, if a provider selectsaaareditation agency which performs service-speeificreditations,
whenever a provider organization chooses to adnhace, that organization would ordinarily haveseek out the service-
specific accreditation for that service, and thatld have to be done under the one-year benchraaksimeline
established by GS 122C-81, which went into effast summer. While we do believe that those sespeeific reviews
should take place, we believe that if a providdrieges compliance with the service specific statslaiuring the period
prior to the accreditation agency’s next regularew (usually within three years) that this timeliwould be more
reasonable and would satisfy the requirement oéineice definition. We also believe that the LME&sponsibility to
endorse a provider to offer specific services egstinat the provider has appropriate clinical andjmmmatic staff, and a
working knowledge of the service. Therefore:

» If a provider agency has achieved national acaidit as an organization, it has satisfied theiremquent of the
enhanced service definition and/or the CAP-MR/DDvera

» If a provider is enrolled in the Medicaid progranopto July 1, 2008, that provider has, per thevise definition,
three years from the time of enrollment in thetfémrvice the provider enrolls, to achieve natiawreditation.

» If a provider is enrolled in the Medicaid prograubsequent to July 1, 2008, that provider has oae tgemeet the
accreditation requirements.

» For those providers who choose to contract with@reditation agency which accredits at the sersjeeific
level (CARF or COA), once the provider organizatismccredited within the appropriate timelines ther service
definition and/or CAP-MR/DD waiver (whichever is mearestrictive), should that provider choose to attbr
services which require national accreditation, ¢hearvice-specific accreditation activities mustuowithin the
normal accreditation cycle of the agency.

o For example, if a provider is accredited for ComityBupport and achieves accreditation within the
appropriate timelines, and that provider chooseslthCAP-MR/DD services, that provider has already
met the CAP-MR/DD waiver requirement for being &clited within one year of enroliment.

0 Likewise, if the same Community Support agency Witias achieved national accreditation chooses to
add Intensive In-Home Services, that provider tgsaey met the service definition requirement for
national accreditation within either three yearswoe year of enroliment, as is applicable.

Revised Pending and Retro-Eligibility Guidelinesfor |npatient and M H/DD/SA Services

In the July 2006 Special BulletiAuthorization and Utilization Review for Behavioral Health Services, hospitals were
given direction for obtaining both prior and coreunt medical necessity authorizations, dependintherstatus of
Medicaid eligibility. In order to create a morensstent approach, the Division of Medical Assis@(DMA) is revising
the prior authorization review procedures for indidals who are not active Medicaid recipients attime of admission.
The new procedures are as follows:




For individuals who have active, verifiable Medit@overage at the time of admission for psychiateivices, concurrent
medical necessity will be reviewed by contactindué®ptions as described in the July 2006 Specidéfu Note that
this applies only to patients admitted with acfivik Medicaid coverage. Individuals with only falnplanning Medicaid
coverage are not covered for mental health services

For individuals who do not have verifiable, actMedicaid at the time of admission but who subsetjyame approved for
Medicaid covering the time of service, ValueOptiovi provide a retrospective review of the servieadered. Although
there is no longer a specific time limit for thébmission of medical records to ValueOptions foiirtheview, hospitals
must make every effort to submit requests for rednoews within Medicaid’s timely filing guidelinesf 365 days from the
date of discharge as described in 10A NCAC 22B.0104

THESE CHANGES SHALL BE EFFECTIVE FOR ADMISSIONS OCCURRING ON OR AFTER FEBRUARY 1,
20009.

Retrospective reviews will entail the following pess. Please note these guidelines for retro-giigideterminations also
apply to enhanced, outpatient and residential sesvihat require authorization by Medicaid’s uditibns management
organization.

The hospital or provider must verify that the indival has been approved for Medicaid and submitiiedical record
documentation to ValueOptions after verificationddicaid eligibility. Effective on February 1, @9, hospitals and
providers may submit medical records for retroactedicaid eligibility patients (including thosenaitted prior to
February 1, 2009) to ValueOptions for review arsice of authorization numbers. As noted abtreehilling time
limitations described in 10A NCAC 22B.0104 willlseipply. ValueOptions will also conduct medica&cessity review
for patients who were approved for Medicaid dummgfter their admissions, and whose dischargegroed within the
past year.

Regardless of the date of retroactive Medicaid eygdr ValueOptions will determine whether the dayservices were
medically necessary and send notification of tvéese to the provider. Notification will occur wiith 60 days of record
receipt.

For individuals subject to Certificate of Need (COview, DMA suggests that a CON should be perémtmregardless of
Medicaid status on admission and retained in thdicaérecord. Medicaid cannot accept a back de®dl.

A provider may request a reconsideration reviewrokider claims denials in accordance with 10A NC2%J.0102 and
.0103. All other requirements for prior approvalrpatient services apply for Medicaid recipients.

CAP-MR/DD Update

Implementation of the Uniform Person Centered Plan (PCP) For mat

As was indicated in the 11-05-08 CAP-MR/DD Updéite, implementation of the uniform PCP format waended to
begin with plans due to ValueOptions March 1, 2Qfl&ns for April birthdays). Since then, the implentation of the
uniform PCP format has been delayed. For any desuivho has in good faith begun the use of the R@R format there
is no need to redo these plans on the old Plan of @Gareat. Otherwise, case managers should wait ftindu notice from
the DMH/DD/SAS to use the new PCP format. Thisagoshould occur very soon and should not advecslyy the
submission of plans to ValueOptions. Althougta Plan of Care is due to be completed/submittathataeOptions prior
to further notice by the DMH/DD/SAS the case mamai@uld use the Plan of Care format. For furthfarmation
related to this matter review the information om website www.ncdhhs.gov/mhddsas/

Billing of Supplies

A provider’s usual and customary charge for a sppplthe amount a provider actually pays for a $pppay be different
than the maximum allowable amount posted on theeatiMedicaid fee scheduldé=or Example: If a Provider/LME
bills $.97 for diapers and the current Medicaid maxn allowable is $.90 the amount paid is $.90,cluhs the Medicaid
maximum allowable. The LME should accept the pilews' invoice with this cost even if it may be diffnt than the
maximum allowable amount posted on the currensféedule. Medicaid will reimburse the LME the lowéthe two,
the provider’s usual and customary charge or theimmam allowable by Medicaid. The LME is only resysible for
paying the provider the amount received from Meidica



More Services Available for Submission of Online Reguests via Provider Connect
Providers may now submit service requests for Madiconsumers to ValueOptions via ProviderConnarcttfe
following levels of care:

* Assertive Community Treatment Team (ACTT)

»  Community Support (CS)

e Community Support Team (CST)

e Child and Adolescent Day Treatment

» Facility Based Crisis

e Intensive In-Home (l1H)

e Multisystemic Therapy (MST)

» Psychosocial Rehabilitation (PSR)

e Opioid Treatment

» Substance Abuse Intensive Outpatient (SAIOP)

» Substance Abuse Comprehensive Outpatient (SACOT)
» Substance Abuse Non-Medical Community Residential
»  Substance Abuse Medically Monitored Community Rexsithl
* Ambulatory Detoxification

* Non-Hospital Medical Detoxification

+ ADATC

In addition,concurrent requests for residential services, Level I-1V aitrapeutic Foster Care (TFC), may now be
submitted via ProviderConnect. Make certain tecelResidential Child Care” as the level of caelfevel I-IV and
“Foster Care” for TFC requestdnitial requests for residential and TFC should contiuget submitted via fax. Please
note that because TFC providers are not directledrand do not have a provider number, concuif&@ requests are
submitted by the clinical home qualified professibumsing the clinical home provider number; in tiaueOptions will
make the authorization to the appropriate LME.

Providers must participate in webinar training befosing ProviderConnect to submit service requeSts to
http://lwww.valueoptions.com/providers/Network/Nor@arolina_Medicaid.htmand scroll down to “Provider Training
Opportunities” to view the webinar schedule andsteg. Providers who previously completed webinaining for
submitting Community Support requests need nehdtagain as the only change to online requestisshim is selection
of the appropriate Level of Care from the drop-dananu.

LME Utilization M anagement (UM) Project

The North Carolina General Assembly House Bill 2&&&tion 10.15 (x) requires the Department of Hieattd Human
Services return the service authorizations, utilimareviews, and utilization management (UM) fuois to the Local
Management Entities. By July 1, 2009, utilizatiemiew, utilization management, and service autlation for publicly
funded mental health, developmental disabilities] substance abuse services must be performed Bgslbpresenting in
total at least thirty percent of the State’s popata

In response to this mandate, a project team wadextavith representation from the Division of Mediéssistance and the
Division of MH/DD/SAS. In November, all LMEs wesent a proposal package which included instructions
submitting a proposal, the requirements and praesddocument, and a response document. A quesitanswer
session was held and proposals from interested LiviEs received in December.

An evaluation committee was created which revieewd scored the proposals received. In additioa visits were
conducted. We are pleased to announce that foutd Mwve been selected: The Durham Center, EattpMecklenburg
Area MH/DD/SAS Authority and Western Highlands Netk: Implementation of Medicaid utilization managent with
the four selected LMEs is targeted to begin Jul®N9. Additional information on how this transwell take place will
be forthcoming.

Unless noted otherwise, please email any questeated to this Implementation UpdateGontactDMH@ncmail.net

cc: Secretary Lanier M. Cansler Kaye Holder
Allen Feezor Wayne Williams
Dan Stewart Shawn Parker
DMH/DD/SAS Executive Leadership Team Denise Harb
DMA Deputy and Assistant Directors Sharnese Bars



